Fig. 1. Posteroanterior and lateral chest radiograph showing an enlargement of aortic arch.

Fig. 2. Barium swallow study showing extrinsic indentation of the middle esophagus and a gastroesophageal reflux.
partment of Cardiovascular Surgery. An endovascular prosthesis from aortic arch to hiatus was placed. In addition, her diet was modified. Outcome: although the patient had a moderate symptomatic relief, dysphagia to solids was present 6 months later.
There is no a "gold standard" diagnostic procedure for dysphagia aortica. The association of suggestive symptoms, such as progressive intolerance to solids with concomitant weight loss, with the results of imaging and other diagnostic studies provide a high index of suspicion (4) . The diagnostic work-up includes (usual findings) standard chest radiography (enlargement of aortic arch and tortuous dilated aorta); chest CT scann (dilated thoracic aorta); endoscopy (pulsatile extrinsic compression, stenosis of the lower esophagus with proximal dilatation); barium swallow test (partial esophageal obstruction, pulsatile movement synchronous with aortic pulsation), and manometry (localised high pressure band with superimposed pulsation synchronous with the cardiac cycle).
Differential diagnosis of dysphagia aortica includes various common structural and neuromuscular abnormalities. Dysphagia aortica is frequently seen with gastroesophageal reflux disease and motility disorders, both common causes of dysphagia (2) . The coexistence of these conditions and the lack of sensitivity and specificity of usual diagnostic methods difficult to make the diagnosis of dysphagia aortica with certainty. So, the classical findings for dysphagia aortica are inconstant and subjective. Radiographic and, or endoscopic findings may be minimal or absent. False negative results are not rare in barium swallow study. Tortuosity of the thoracic aorta is a frequent radiological finding in older people with dysphagia. CT scann may occasionally be of no value in assessing compression of the esophagus by the aorta (2) . Vascular pulsation appears commonly on endoscopy of the normal esophagus. Also manometric features suggestive of dysphagia aortica occur in normal patients with no dysphagia (5) . Thus, to exclude a motility disorder as the cause of dysphagia in this clinical setting, a structural compression at the same level as manometric findings may be required (2) .
In patients with dysphagia aortica and severe symptoms, surgery may be appropriate. However, symptoms are usually mild or moderate. This clinical setting associated with old age and frequent comorbidity require a conservative management, modifying diet to soft or liquid (2) (3) (4) .
Presence of gastroesophageal reflux disease in this patient may explain her dysphagia better than compression by aneurysmatic aorta, and why the endovascular aortic repair did not resulted in resolution of the dysphagia. In addition, partial relief of dysphagia may be attributed to the modified diet.
In conclusion, the association between aortic aneurysm and dysphagia in the elderly is not ever synonymous of causal relationship.
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